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To the editor:
In the previous issue of International Neurourology Journal, Nathan Hoag and Johan Gani reported clinical features of underactive bladder (UAB) in their cohort [1] . The most common urinary symptom among identified UAB patients was urgency (63.3%), followed by weak stream (61.0%). Discussing this unexpected finding, the authors only commented that "an appropriate symptom-based definition will prove challenging to describe" for defining UAB.
Urinary urgency is definitely the predominant symptom of overactive bladder. Of course, a patient with urgency does not always have overactive bladder. As the authors reported, it is quite possible that a patient with urgency will prove to have UAB in actual practice. The origin of urgency symptoms in UAB patients may be attributed to three possible explanations.
The first candidate is definitely concomitant detrusor overactivity. This condition is traditionally termed detrusor hyperreflexia with impaired contractility (DHIC). DHIC seems to be the most probable and attractive explanation for urgency in UAB. However, only 24.1% of patients in the cohort proved to have DHIC, which could not explain all cases.
As the next candidate, urinary tract infection (UTI) could be associated with urgency in UAB patients. Recurrent UTI was reported in 25.3% of patients in the cohort, which possibly affected reports of subjective urinary symptoms. Bacteriuria proved to be associated with urinary urgency, especially in elderly women [2] .
The last candidate may be deranged bladder sensation, which is often combined with UAB [3] . In patients with diabetes, a sensory deficit precedes bladder motor problems in the development of UAB [4] . These patients often recognize bladder fullness as a vague pressure in the lower abdomen rather than a true initial voiding sensation. With the resulting increased bladder volume, this recognition tends to come too late to allow enough time for actual voiding. The short time interval between first recognition and actual voiding may cause patients to report urgency symptoms.
Urgency symptoms in UAB may well occur, and originate from diverse causes including DHIC, UTI, or a sensory deficit. The old axiom that "the bladder is an unreliable witness" seems to be also true in the case of UAB [5] . Differential diagnosis may give us a clue to management. In cases of urgency associated with UTI, antibiotics should be considered first. Anticholinergics may be helpful to decrease urgency with DHIC, but not with a sensory deficit. The clinical implication of UAB subclassification by sensory component warrants further research.
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